metastasize hematogenously. Orbital metastases are generally uncommon. Char et al. [2] found that 36 out of 612 orbital biopsies for suspected neoplasm yielded only 6% as metastatic.
Introduction
Follicular carcinomas of the thyroid are characterized by follicular differentiation but without the nuclear changes which are characteristic of papillary carcinoma [1] . These tumors are angioinvasive, unicentric and In January 1997, the patient complained of double vision in the right eye prompting the suspicion of thyroid cancer metastasis. However, surprisingly there was no elevation of Tg. A cranial computerized tomography (CT) scan was done in January 1998 due to worsening symptoms and revealed a brightly-enhancing fusiform intraorbital deposit in the belly of the right medial rectus muscle ( fig. 1 ) measuring 2.9 ! 1.4 cm. This was suspected to be a metastatic deposit and the patient was thereafter referred to the Department of Nuclear Medicine for possible radioiodine treatment. Approximately 2 months after the CT examination, the patient received the first of two doses of radioiodine-131, 3.885 MBq (105 mCi), and 10 months later another 3.70 MBq (100 mCi). While the first posttherapy scan ( fig. 2 ) showed dense remnant activity as well as a focus of activity in the right orbit, none of these were seen after the second scan, thus suggesting successful ablation of remnant as well as the orbital metastasis. Follow-up CT scans up to April 2003 showed reduction in lesion thickness from the initial 1.4 to 0.59 cm. Serum Tg was undetectable and the patient no longer has diplopia.
Discussion
In this case, the thyroid cancer spread to the orbit although there are reports that claim orbital metastasis from thyroid cancer is rare [3, 4] . Our case confirms a previous report that all thyroid cancers can spread to the orbit [5] . Since most differentiated thyroid cancer lesions are radioiodine-avid [6] , our patient should have received this treatment after thyroidectomy as this would have decreased the chances of later metastatic disease. This case also showed that our patient, without any attempt to surgically excise an otherwise inaccessible retro-orbital metastatic focus, made rapid recovery after only the first therapy dose. Expert opinion [7] supports the postoperative use of radioiodine in a patient like ours who clearly had clinical and histological risk-conferring factors including his male gender, age 1 45 years and an aggressive follicular cancer at TNM stage III. It is therefore not surprising that the patient in the absence of radioiodine therapy progressed to metastatic disease. Radioiodine in therapy doses not only ablates remnant tumor, it also has the potential of revealing in the posttherapy WBS functioning locoregional and distant metastases even when these are yet subclinical. A previous report [8] had revealed unsuspected additional metastases in 10-26% of patients scanned following high-dose radioiodine treatment compared to lower-dose diagnostic scans. Thus the presence of competing follicular cells in the thyroid bed remnant may explain why the lower-dose diagnostic WBS failed to reveal the orbital focus.
Normal and neoplastic follicular cells elaborate Tg, which should therefore not be detectable in patients who have undergone total thyroid ablation [9] . This is a clear benefit of postthyroidectomy radioiodine ablation which did not initially accrue to our patient. Therefore, in the presence of thyroid remnants, the use and the sensitivity of Tg as a marker of persistent or recurrent disease was questionable and uninformative.
Diplopia as a clinical presentation in patients with metastatic orbitopathy from thyroid carcinoma was previously reported [2, 4] and isolated involvement of an ocular muscle as seen in our patient has been found to be uncommon.
Conclusion
In this initially radioiodine therapy-naïve patient with differentiated thyroid cancer, the institution of radioiodine therapy was useful in the management of the disease including the diplopia resulting from the retro-orbital metastasis. Fig. 1 . CT scan of the head. The white arrow points to a fusiform enhancing mass (metastasis) in the belly of the right medial rectus muscle. Fig. 2 . 105-mCi 131 I posttherapy scan. The black arrow points to a right orbital concentration of tracer caused by a thyroid metastatic deposit in the medial rectus muscle. The white arrow points to remnant thyroid bed activity.
A Radioiodine Therapy-Naïve Patient with Diplopia
